Demonstration of Electric Shock Therapy.-Lieut.-Colonel R. W. ARMSTRONG, M.D., D.P.M. Colonel Armstrong described briefly the history of shock treatment in mental disorders and the various methods which had been used to produce remission or recovery in schizophrenia. The advantages of the electrical method first described by Cerletti and Bini were enumerated, and it was pointed out that this f6rm of treatment was of value not only in schizophrenia but also in affective disorders and in some psychoneuroses.
Demonstration of Electric Shock Therapy.-Lieut.-Colonel R. W. ARMSTRONG, M.D., D.P.M. Colonel Armstrong described briefly the history of shock treatment in mental disorders and the various methods which had been used to produce remission or recovery in schizophrenia. The advantages of the electrical method first described by Cerletti and Bini were enumerated, and it was pointed out that this f6rm of treatment was of value not only in schizophrenia but also in affective disorders and in some psychoneuroses.
A portable convulsant apparatus was described and the technique of producing an epileptiform convulsion was first described and then demonstrated on two psychotic patients.
rNovember I, 1941] MEETING HELD AT BATH Some Orthopxdic Procedures Employed in the Treatment of Arthritis By JOHN BASTOW, M.D., F.R.C.S.
ABSTRACT.-(1) A series of six cases of ankylosing spondylitis was shown to illustrate the benefit gained, even in very long-standing cases, by. the following regime:
(a) Complete rest in a plaster shell.
(b) Gradual correction of kyphosis by adding thin layers of padding under the dorsolumbar junction, and subtracting similar layers of padding from under the head, to, increase extension in the spine.
(c) Deep-breathing exercises practised constantly while the patient is lying in a plaster shell.
(d) Daily physiotherapy.
(e) .The fitting of a Goldthwaite spinal, brace to maintain the position of maximum correction that has been obtained. The improvement was manifested in all cases by alleviation of symptoms, improvement in posture, and increased chest expansion.
(2) A series of six cases of arthritis of the knee was shown, induding rheumatoid arthritis, infective arthritis and osteo-arthritis, illustrating treatment by rest plasters, followed by:
(a) Arthrotomy and lavage-where swelling and effusion persist, and (b) Bone drilling-where bone changes are marked and there is constant pain at rest.
Improvement was manifested by relief of symptoms, subsidence of signs of inflammation, and restoration of a considerable degree of movement.
(3) A case of arthritis of the tarsal and metatarsal joints, illustrating relief of symptoms afforded by the application of a plaster boot.
(1) A series of six cases of spondylitis ankylosans was shown -to illustrate the routine of treatment carried out at the Royal National Hospital for Rheumatic Diseases, from an orthopaedic point of view. All cases on admission are supplied with a plaster bed, which extends from the vertex to the sacrum in cases where the disease is confined to the spine itself, and'extending to the knees or mid-calves in cases where the hips are affected.
These plaster shells are applied after sedatization, with the patient lying prone, and the spine extended as fully as his condition will permit. They are cut away freely behind the shoulders, but extend to the mid-axillary line on either side, belQw the axilla.
The plaster is then dried and lined with stockinet, and each patient is encouraged to lie supine in his shell for as long as possible, with the aid of regular sedatives, until, in a very short time, he spends the whole of the' twenty-four hours in his plaster, -except for the period during which he is undergoing physiotherapy. Gradual improvement of posture is obtained:
(a) By the regular performance of deep-breathing exercises.
(b) By the insertion of thin strips of' woollen material under the spine, wherever the ankylosis is not complete, and especially at the dorsolumbar junction. By this means, a surprising amount of correction of the kyphosis can be obtained within a few weeks, and the chest expansion improves considerably.
Persistent local pain in resistant cases is treated by applications of deep X-ray therapy, when ordinary physiotherapy fails to bring relief.
When it is judged that the maximum degree of correction in a particular case has been obtained, the patient is fitted with a Goldthwaite spinal brace, and allowed up for gradually increasing periods. He spends the night in his plaster shell, and takes it home with him, with instructions to continue its use until long after all symptoms have disappeared, and to return to its use at the first sign of recurrence of pain or increase in deformity.
The (a) In certain cases of-arthritis of the knees, whether rheumatoid arthritis, infective arthritis or osteo-arthritis, signs and symptoms of inflammation persist in spite of rest. In this hospital practically all cases are supplied with rest plasters on admission, and these are worn continuously, only being removed once daily for physiotherapy or hydrotherapy to prevent stiffness.
Such cases, where swelling of the joint is a prominent feature, benefit considerably by the operatioR of arthrotomy and joint lavage. The procedure is as follows: A general anesthetic is employed in all ceases, and after the application of a tourniquet, a 2 in. incision is made over the suprapatellar pouch, on either the inner or the outer side, and the quadriceps muscle is split in the line of its fibres. The capsule of the joint is incised, the contents of the jQint are expressed, and the synovia inspected.
In a large proportion of the cases the joint is almost completely filled with large masses of solid fibrinous exudate of the consistency of the white of a poached egg, which it is obviously quite impossible to remove from the .joint by aspiration.
Occasionally this fibrinous exudate is adherent to the surface of the synovial memabrane, but is easily separated by gentle dissection with gauze moistened with saline. Enlarged and congested synovial fringes are usually present at the articular margins, but it is ony in a few cases that these are of sufficient bulk to aiccount for any degree of joint swelling in themselves.
The joint is next gently washed out, using a soft rubber catheter, with a dilute solutioni of warm eusol, and is flexed and extended to ensure that all compartments of the joint are thoroughly irrigated. The small wound is then closed in layers, and the rest plaster reapplied and fixed to the leg by means of a pressure bandage over wool.
Within twenty-four to forty-eight hours the relief of symptoms is very noticeable. The patient is instructed to practise quadriceps exercises from the second day, but the knee is not taken out of the plaster until the sutures are removed on the tenth day, after which physiotherapy and active exercises are resumed.
It is remarkable how quickly heat and muscle spasm subside after this operation, although in some cases a serous effusion recurs, which occasionally requires aspiration, but soon subsides when faradism is applied to the quadriceps. No patient is alowed to resume weight-bearing until all signs of active inflammation in the joint have subsided. 
